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Attachment 4.19-B 
Section 7, Page 4 

MEDICAL ASSISTANCE 
STATE: NORTH CAROLINA 

PAYMENTS FOR MEDICALAND REMEDIAL CARE AND SERVICE 

(b) Participation in the program is limited to providers who accept, as payment in full, the 
amounts paidin accordance with this plan. 

(c) In all circumstances involvingthird party payment, Medicaid isthe payor of last resort. 
Any amounts paid by non-Medicaid sources patientsare deducted in determining Medicaid payment. For 
with both Medicareand Medicaid coverage, Medicaidpayment is limited to the amount of Medicare
related deductibles and/or coinsurancefor services, supplies and equipment coveredunder the Medicare 
program. 

(d) Excess payments may be recouped from any provider found to be billing amounts in 
excess ofits customary charges, or costs if charges are nominal. 

B. DURABLE MEDICAL EQUIPMENT 

Eff. 8/1/91 
(a) Payment for each claim for durable medical equipment and associated supplies shall be 

equal to the lower ofthe supplier’s usual and customary billed charges orthe maximum fee established for 
each item of durablemedical equipment or related supply. The maximum fees are set at the Medicaid fee 
schedule in effect on July 1, 199 1. Fees foradded equipment shall be at Medicare Part B Fees. If a 
Medicare fee can not be obtainedfor added equipment,then the fee shall be based on an estimate of 
reasonable cost. The maximum allowable fee shall be updated eachAugust 1 based on the Gross National 
Product (GNP)implicit price deflator. Notwithstanding anyother provision, if specified these rates will be 
adjusted as shown on Attachment 4.19-B, Supplement 2, Page 1 of the state plan. [The maximum 
allowable fee may be adjusted for any changes resulting from marketand cost analysis conducted bythe 
Division of MedicalAssistance.] There shall be no retroactive payment adjustmentsfor fee changes. 

(b) Each equipment item shall be assigned to one of the following categories of payment 
methods: 

(1) 	 Purchase fee paid for inexpensive, routinely purchased, and customized 
equipment, and DME Supplies. 

TN. No. 02-17 

Supersedes Approval Date 03 / 25 /03 Eff. Date 10/01/02 

TN. No. 95-17 




Attachment 4.19-B 
Supplement 2, Page 1 

MEDICAL ASSISTANCE 
State:NORTH CAROLINA 

PAYMENTS FOR MEDICAL AND REMEDIAL, CARE AND SERVICES 

Payment for Home Health, Transportation, Durable Medical Equipment, Ambulatory Surgical 
Centers and Clinic Services: 

FY 2003 -No adjustment. 

Reference: Supplement to Attachment 4.19-B amendments 02-17,02-18,02-19 and 02-20 

TN. NO. 02-17 Approval Date 03/25/03 Eff. Date 10/01/02 

Supersedes 

TN. No. New 



